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Abnormal Microstructural Development of the Cerebral Cortex in
Neonates With Congenital Heart Disease Is Associated With Impaired
Cerebral Oxygen Delivery
Christopher J. Kelly, MRCPCH, PhD; Daan Christiaens, PhD; Dafnis Batalle, PhD; Antonios Makropoulos, PhD; Lucilio Cordero-Grande, PhD;
Johannes K. Steinweg, MD; Jonathan O’Muircheartaigh, PhD; Hammad Khan, BClinSci, MBBS, FRCPCH; Geraint Lee, MB BCh, FRCPCH;
Suresh Victor, FRCPCH, PhD; Daniel C. Alexander, PhD; Hui Zhang, PhD; John Simpson, MD, FRCP, FESC; Joseph V. Hajnal, PhD;
A. David Edwards, FMedSci; Mary A. Rutherford, MD, FRCR, MRCPCH; Serena J. Counsell, PhD
Background-—Abnormal macrostructural development of the cerebral cortex has been associated with hypoxia in infants with
congenital heart disease (CHD). Animal studies have suggested that hypoxia results in cortical dysmaturation at the cellular level.
New magnetic resonance imaging techniques offer the potential to investigate the relationship between cerebral oxygen delivery
and cortical microstructural development in newborn infants with CHD.
Methods and Results-—We measured cortical macrostructural and microstructural properties in 48 newborn infants with
serious or critical CHD and 48 age-matched healthy controls. Cortical volume and gyriﬁcation index were calculated from high-
resolution structural magnetic resonance imaging. Neurite density and orientation dispersion indices were modeled using high-
angular-resolution diffusion magnetic resonance imaging. Cerebral oxygen delivery was estimated in infants with CHD using
phase contrast magnetic resonance imaging and preductal pulse oximetry. We used gray matter–based spatial statistics to
examine voxel-wise group differences in cortical microstructure. Microstructural development of the cortex was abnormal in 48
infants with CHD, with regions of increased fractional anisotropy and reduced orientation dispersion index compared with 48
healthy controls, correcting for gestational age at birth and scan (family-wise error corrected for multiple comparisons at
P<0.05). Regions of reduced cortical orientation dispersion index in infants with CHD were related to impaired cerebral oxygen
delivery (R2=0.637; n=39). Cortical orientation dispersion index was associated with the gyriﬁcation index (R2=0.589; P<0.001;
n=48).
Conclusions-—This study suggests that the primary component of cerebral cortex dysmaturation in CHD is impaired dendritic
arborization, which may underlie abnormal macrostructural ﬁndings reported in this population, and that the degree of impairment
is related to reduced cerebral oxygen delivery. ( J Am Heart Assoc. 2019;8:e009893. DOI: 10.1161/JAHA.118.009893.)
Key Words: brain imaging • cerebral blood ﬂow • congenital heart disease • development • magnetic resonance imaging
C ongenital heart disease (CHD) is the most commoncongenital abnormality, affecting almost 1% of new-
borns.1 Despite improvements in antenatal diagnosis, cardiac
surgery, and perioperative care, infants with CHD often
experience neurological impairment across a range of devel-
opmental domains, both in early childhood and later in adult
life,2,3 making improvement of neurodevelopmental outcomes
a major remaining challenge in the management of CHD.
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While early research focused on suspected surgical and
perioperative factors, it now appears that a more complex set
of biological factors may be responsible.
The detrimental effect of CHD on early brain development
can be observed via a faltering trajectory of brain growth in the
third trimester of pregnancy4–7 and a higher incidence of
acquired brain lesions in newborn infants before cardiac
surgery.8 The developmental morphology of the cortex has
become of increasing interest in CHD, with an “immature
cortical mantle” ﬁrst observed in autopsies of infants with
hypoplastic left heart syndrome.9 Reduced cortical folding has
since been quantiﬁed in vivo usingmagnetic resonance imaging
in both fetal6 and presurgical neonatal populations.10–12
Hypothesized contributory factors include reduced fetal cere-
bral oxygen delivery5 and cerebral metabolic substrate,13
although precise cellular mechanisms remain unclear.
Linking physiological changes in CHD to brain development
is assisted by 4 recent ﬁndings. First, oxygen tension has been
shown to regulate development of human cortical radial glial
cells, with hypoxia exerting negative effects on gliogenesis by
reducing the number of preoligodendrocytes while increasing
the number of reactive astrocytes.14 Second, hypoxia has been
shown to reduce proliferation and neurogenesis in the
subventricular zone of the piglet brain, accompanied by
reduced cortical growth, with preliminary similarities found in
the subventricular zone cytoarchitecture in human fetal
autopsy specimens.15 Third, ascending aorta oxygen satura-
tions have been found to be 10% lower in human fetuses with
mixed CHD compared with healthy controls, with saturation
measurements that correlated with fetal brain size.5 Finally,
microstructural maturation of the cortex, measured using both
histology and diffusion anisotropy, has been demonstrated to
occur in parallel with macrostructural development.16 Taken
together, these studies raise the hypothesis that macrostruc-
tural changes observed in CHD are the result of altered cortical
microstructural development, which is in turn hindered by
suboptimal oxygen tension during fetal life in CHD. Diffusion
magnetic resonance imaging, with newer multicompartment
models such as neurite orientation dispersion and density
imaging (NODDI), provides measures that enable this hypoth-
esis to be tested. Diffusion tensor imaging metrics such as
fractional anisotropy (FA) are nonspeciﬁc and reﬂect many
underlying parameters of brain tissue including neuronal
density, ﬁber orientation dispersion, degree of myelination,
free-water content, and axonal diameter.17 The NODDI model
aims to disentangle these different factors by separating the
inﬂuence of neurite density and orientation dispersion from
each other, and from partial volume with cerebrospinal ﬂuid, to
provide distinct indices: orientation dispersion index (ODI),
which captures the degree of dispersion of axonal ﬁber
orientations (eg, through fanning, bending, crossing) or
dendrite orientations, and neurite density index (NDI), repre-
sented by the intracellular volume fraction.18
In this study, we aimed to use high-angular-resolution
diffusion imaging and NODDI to test the hypothesis that
reduced cerebral oxygen delivery in CHD is associated with
impaired cortical microstructural development. We predicted
that infants with CHD would exhibit higher cortical FA and
lower ODI when compared with a group of healthy matched
controls, and that infants with the lowest cerebral oxygen
delivery would exhibit the most severe impairment of cortical
microstructural development.
Methods
The project was approved by the National Research Ethics
Service West London committee (CHD: 07/H0707/105;
Controls: 14/LO/1169) and informed written parental con-
sent was obtained before imaging. All methods and experi-
ments were performed in accordance with relevant guidelines
and regulations. The data, analytic methods, and study
materials will be available to other researchers for purposes
of reproducing the results or replicating the procedure on
reasonable request.
Clinical Perspective
What Is New?
• Newborn infants with serious or critical congenital heart
disease demonstrate abnormal development of the cerebral
cortex at the microstructural level, assessed using diffusion
magnetic resonance imaging.
• This study suggests that the primary component of cerebral
cortex dysmaturation in congenital heart disease is impaired
dendritic arborization.
• Impairment of cortical microstructural development was
associated with reduced cerebral oxygen delivery measured
in the newborn period.
What Are the Clinical Implications?
• Identiﬁcation of abnormal development of the cerebral
cortex in this population provides insight into the mecha-
nisms that may underlie poorer neurodevelopmental out-
comes in congenital heart disease.
• The relationship between impaired cerebral oxygen delivery
and abnormal cortical microstructure corroborates recent
animal models investigating the role of oxygen tension in
cortical development.
• Methods to quantitatively assess impairment of cortical
development may enable more rapid assessment and
iteration of novel interventions to improve the trajectory
of brain development in congenital heart disease during
pregnancy.
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Participants
A prospective cohort of 54 infants with serious or critical CHD19
expected to require surgery within 1 year was recruited after
birth from the neonatal intensive care unit at St Thomas’
Hospital, London. Infants were excluded if they appeared
phenotypically abnormal other than the congenital heart defect,
had a suspected or conﬁrmed chromosomal abnormality, any
previous neonatal surgery, or who had a suspected congenital
infection. Six infants were excluded from the analysis: 2 infants
with suspected coarctation were later assessed to have a
normal circulation following postnatal ductus arteriosus clo-
sure; 2 infants were found to have focal arterial ischemic stroke
on magnetic resonance imaging involving the cortex (both left
middle cerebral artery stroke); 1 infant had uncertain gestation
attributable to unknown date of last menstrual period and lack
of ultrasound dating scan; 1 infant had incomplete diffusion
data attributable to waking during the scan.
We therefore studied 48 infants with CHD, born at a
median gestational age (GA) of 38.8 weeks (interquartile
range, 38.0–39.1). A control group of 48 healthy infants was
retrospectively matched to the CHD group by GA at birth and
scan, born at a median GA of 38.5 weeks (38.1–38.9).
Healthy infants were recruited contemporaneously from the
postnatal ward at St Thomas’ Hospital as part of the
Developing Human Connectome Project.20 The median GA
at scan was 39.1 weeks (interquartile range, 38.6–39.7) for
both the CHD group and control group. Twenty-six infants
with CHD were on a prostaglandin infusion to maintain ductal
patency at the time of scan (54%).
Magnetic Resonance Imaging
T1-weighted (T1w), T2-weighted (T2w), diffusion-weighted
imaging (DWI), and phase contrast angiography magnetic
resonance imaging was performed on a Philips Achieva 3 Tesla
system (Best, The Netherlands) with a 32-channel neonatal
head coil and neonatal positioning device,20 situated in the
neonatal intensive care unit at St Thomas’ Hospital, London. All
examinations were supervised by a pediatrician experienced in
magnetic resonance imaging procedures. All infants were
scanned in natural sleep without sedation. Pulse oximetry,
respiratory rate, temperature, and electrocardiography were
monitored throughout. Ear protection comprised earplugs
molded from a silicone-based putty (President Putty, Coltene
Whaledent,Mahwah, NJ) placed in the external auditorymeatus,
neonatal earmuffs (MiniMuffs, Natus Medical Inc, San Carlos,
CA) and an acoustic hood positioned over the infant. All
sequences included a 5-second initial slow ramp-up in acoustic
noise to avoid eliciting a startle response.
T2w images were acquired using a multislice turbo spin
echo sequence, acquired in 2 stacks of 2-dimensional slices
(in sagittal and axial planes), using parameters: repetition
time: 12 seconds; echo time: 156 milliseconds, ﬂip angle:
90°, slice thickness: 1.6 mm acquired with an overlap of
0.8 mm; in-plane resolution: 0.890.8 mm, scan time:
3:12 minutes per stack. The T1w volumetric magnetization
prepared rapid acquisition gradient echo acquisition param-
eters were as follows: repetition time: 11 milliseconds, echo
time: 4.6 milliseconds, TI: 714 milliseconds, ﬂip angle: 9°,
acquired voxel size: 0.890.890.8 mm, ﬁeld of view:
14591459108 mm, sensitivity encoding factor: 1.2, scan
time: 4:35 minutes. DWI with 300 directions was acquired
using parameters: repetition time: 3.8 seconds, echo time:
90 milliseconds, multiband: 4; sensitivity encoding E: 1.2;
resolution: 1.591.593 mm with 1.5 mm slice overlap, diffu-
sion gradient encoding: b=0 s/mm (n=20), b=400 s/mm
(n=64), b=1000 s/mm (n=88), b=2600 s/mm (n=128) with
interleaved phase encoding.21 Quantitative ﬂow imaging was
performed using velocity-sensitized phase contrast imaging,
with a single-slice T1w fast ﬁeld echo sequence. Scan
parameters were: ﬁeld of view: 1009100 mm, acquisition
resolution: 0.690.694.0 mm, repetition time: 6.4 millisec-
onds, echo time: 4.3 milliseconds, ﬂip angle: 10°, 20
repetitions, maximal encoding velocity: 140 cm/s, scan time:
71 seconds.22
Structural and Diffusion-Weighted Image
Reconstruction
T2w images were reconstructed using a dedicated neonatal
motion correction algorithm. Retrospective motion-corrected
reconstruction23,24 and integration of the information from
both acquired orientations25 were used to obtain 0.8 mm
isotropic T2w volumes with signiﬁcantly reduced motion
artifacts. Diffusion images were reconstructed following the
scan using a dedicated multiband reconstruction method
described previously.21
Structural Image Processing
Motion-corrected T2w images were segmented into tissue
type using an automated, neonatal-speciﬁc pipeline,26–28
which was optimized for our acquisition parameters. Each
tissue segmentation was manually inspected for accuracy
using ITK-SNAP software,29 and minor corrections performed
if necessary. The gyriﬁcation index (GI) was calculated as
described previously.12
Diffusion-Weighted Image Processing
High-angular-resolution diffusion-weighted imaging data were
reconstructed using a slice-to-volume motion correction
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technique that uses a bespoke spherical harmonics and radial
decomposition of multishell diffusion data, together with
outlier rejection, distortion, and slice proﬁle correction.30,31
Data were ﬁrst processed with image denoising32 and Gibbs
ringing suppression.33 A ﬁeld map was estimated from b=0
images using Topup from the FMRIB Software Library (FSL).34
Reconstruction was run for 10 iterations with Laplacian
regularization, using a spherical harmonics and radial decom-
position decomposition of rank=89 (allowing for spherical
harmonics order ‘max=0, 4, 6, 8 for respective shells), with
registration operating at a reduced rank=15.
Nonbrain tissue was removed using FSL BET (Brain
Extraction Tool).35 Diffusion tensor imaging metrics FA and
MD were calculated from b=0 and b=1000 DWI data using
MRtrix3.36 NODDI parameter maps were estimated using
NODDI toolbox version 0.9.18 We performed a Bayesian
information criterion comparison to compare the quality of
the NODDI model ﬁt for different intrinsic diffusivity values,
which was found to be optimal at 2.09103 mm2 s1. This is
consistent with previous NODDI studies in neonates,37–39
with the higher value compared with adults (usually
1.79103 mm2 s1) likely reﬂecting the higher water con-
tent of the neonatal brain.
Group Template Generation and Image
Registration
A multivariate group template was generated from both
T1w and T2w images, using symmetric diffeomorphic
normalization for multivariate neuroanatomy and a cross-
correlation similarity metric.40 Each subject’s diffusion data
were rigidly registered to each subject’s T2w image using
the MD map.41 Diffusion tensor imaging and NODDI maps
were then transformed into template space in a single step
using concatenated linear and diffeomorphic transforma-
tions. Tissue segmentations from T2w images were also
transformed into template space using nearest neighbor
interpolation.
Cortical Analysis of Microstructure
We used an approach for aligning cortical data from multiple
subjects into a common space to provide voxel-wise spatial
characterization of FA, MD, NDI, and ODI, as previously
described.42,43 A mean cortical map was produced by
merging cortical gray matter segmentations that had been
transformed previously into template space. This was then
skeletonized to retain only a core of highly probable cortical
voxels, represented as a thin curved surface at the center of
the cortex. FA, MD, NDI, and ODI measurements from each
individual were projected onto the cortical skeleton by
searching in a direction perpendicular to the cortical skeleton
to identify voxels with the highest probability of being
cortical.
Calculation of Cerebral Oxygen Delivery
For infants with CHD, we calculated their cerebral blood ﬂow
using a previously described method.12 Phase contrast angiog-
raphy was acquired in a plane perpendicular to both internal
carotids and basilar arteries at the level of the sphenoid bone.22
Hemoglobin measurements were performed as part of routine
clinical care, at a median of 3 days (interquartile range, 0–5)
before the scan. SaO2 wasmeasured at the time of scan using a
Masimo Radical-7 monitor (Masimo Corp, Irvine, CA) applied to
the right hand.
Cerebral oxygen delivery (CDO2) was calculated using the
following formula:44
CDO2 ðmLO2=minÞ ¼ SaO2  ½Hb ðg/dLÞ  1:36
 ½CBF ðmL/minÞ
where 1.36 is the amount of oxygen bound per gram of
hemoglobin at 1 atmosphere (H€ufner’s constant).45
Statistical Analysis
The control group was retrospectively matched to the CHD
group by GA at birth and at scan using an R implementation46
of the daisy algorithm47 to minimize group differences in age.
Statistical tests to perform group comparisons were under-
taken using standard unconditional analyses. To investigate
the relationship between DWI metrics in the cortical gray
matter and clinical factors, cross-subject voxel-wise statistical
analysis was performed using FSL Randomise v2.9,43 using
10 000 iterations of a random permutation method that
employed threshold-free cluster enhancement48 based on a
general linear model (GLM) design matrix. GA at birth and
scan were included as covariates in each model when
comparing group differences in brain volume and diffusion
measures between infants with CHD and healthy controls.
The effect of CDO2 on cortical diffusion metrics was assessed
using a GLM that selected only infants with CHD who had a
successful CDO2 measurement (n=39). All analyses were
subject to family-wise error correction for multiple compar-
isons, and thresholding for all analyses was at P<0.05. Linear
regression was used to investigate the association between
GI and diffusion metrics. To assess the relationship of GI and
ODI independently of advancing brain maturity, GA at scan
was included as a variable in the multiple linear regression
model.
Categorical clinical variables were compared using Fisher’s
exact tests. For continuous clinical variables, we determined
medians and interquartile ranges, and compared groups using
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the Mann–Whitney U test. All analyses of clinical variables
were performed using SPSS V24 (IBM, New York).
Results
The analysis included 96 newborn infants: 48 infants with
conﬁrmed serious or critical CHD scanned before surgery
without evidence of arterial ischemic stroke, and 48 age-
matched healthy infants. Clinical characteristics of both
groups are shown in Table 1. The 2 most common diagnoses
were transposition of the great arteries (n=21; 44%), and
coarctation of the aorta (n=9, 19%; 7/9 on a prostaglandin
infusion at time of scan; 2/9 being monitored off prostaglan-
din with a patent duct; all required surgical repair in the
neonatal period). A summary of preductal saturations and
cerebral blood ﬂow and oxygen delivery measurements is
displayed in Table 2. There were no signiﬁcant differences in
GA at birth, GA at scan, and sex between groups. T1w, T2w,
and DWI were acquired in all infants. An antenatal diagnosis
had been made in 47 infants (98%), and no infants experi-
enced cardiorespiratory collapse before the scan. Phase
contrast angiography was acquired with acceptable quality in
81% of infants with CHD (n=39). Punctate white matter
lesions were present in 15 infants, all of whom had CHD (31%;
n=15/48; Table S1).
Cortical ODI Is Reduced in Infants With CHD
Infants with CHD demonstrated widespread changes in
cortical ODI, with the most signiﬁcant reductions observed
posteriorly in the posterior parietal cortex, insula cortex,
cingulate cortex, primary motor cortex, supplementary motor
area, and occipital regions (Figure 1A, GLM including GA at
birth and scan as covariates). Mean cortical ODI values from
regions of difference are illustrated in Figure S1A and
Table S2. There were no regions where ODI was signiﬁcantly
higher in infants with CHD. There were no differences in NDI
between groups. GA at scan demonstrated a widespread
positive association with cortical ODI (GLM including GA at
birth and scan as covariates). Subgroup analysis of those
operated in the ﬁrst 30 days after birth (n=37) demonstrated
a similar distribution of impaired cortical ODI in those with
CHD (Figure S2).
Cortical FA Is Higher in Infants With CHD
Cortical FA was higher in infants with CHD, with effects seen
in predominantly midline cortical structures (Figure 1B, GLM
including GA at birth and scan as covariates). Mean cortical
FA values from regions of difference are illustrated in
Figure S1B and Table S2. There were no regions where FA
was signiﬁcantly lower in infants with CHD. There were no
differences in mean diffusivity between groups. Cortical FA
demonstrated a widespread negative association with GA at
scan (GLM including GA at birth and scan as covariates).
Reduced Cerebral Oxygen Delivery Is Associated
With Impaired Cortical Dispersion
Cerebral oxygen delivery (CDO2) at time of scan was positively
associated with cortical ODI across many regions of the
cortex (Figure 2, family-wise error corrected for multiple
comparisons, P<0.05), with the most signiﬁcant associations
found in the bilateral temporal lobes, occipital lobes, cingulate
cortex, and right insula cortex. To demonstrate this linear
relationship, mean ODI data were extracted for each subject
from signiﬁcant voxels in the gray matter skeleton and plotted
against CDO2 at the time of scan (R
2=0.637, Figure 3). There
Table 1. Clinical Characteristics of the CHD and Control
Cohorts
Variable
Control
Newborns (n=48)
Newborns With
CHD (n=48) P Value
Gestational age
at birth, wks
38.8 (38.0–39.1) 38.5 (38.1–38.9) 0.543
Gestational age
at scan, wks
39.1 (38.6–39.7) 39.1 (38.6–39.7) 0.595
Male sex, n (%) 26 (54) 27 (56) 1.000
Birth weight, kg 3.17 (2.83–3.41) 3.10 (2.81–3.47) 0.809
Birth head
circumference,
cm
34.0 (33.0–35.0) 34.0 (33.0–35.0) 0.500
Heart lesion, n (%)
TGA  21 (44)
TGA requiring
septostomy
(% TGA)
 9 (43)
Coarctation
of the aorta
 9 (19)
Tetralogy
of Fallot
 7 (15)
Severe pulmonary
stenosis
 3 (6)
Hypoplastic left
heart syndrome
 3 (6)
Pulmonary atresia  3 (6)
Truncus arteriosus  1 (2)
Tricuspid atresia 1 (2)
Values presented as median (interquartile range) unless otherwise stated. P-values
calculated using Mann–Whitney U test for continuous data and Fisher’s exact test for
categorical variables (sex). Septostomy in TGA was performed before imaging in all
cases. CHD indicates congenital heart disease; TGA, transposition of the great arteries.
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were no voxels with a negative association between the 2
variables. To assess the relative contribution of each compo-
nent of CDO2, we repeated the analysis substituting CDO2 for
either cerebral blood ﬂow or preductal arterial saturation at
time of scan. Considered alone, neither component demon-
strated voxels that reached signiﬁcance for either a positive
or negative relationship with ODI. Repeating these voxel-wise
analyses to investigate associations between CDO2 and FA,
MD or NDI revealed no signiﬁcant regions. Summary
measures of cerebral blood ﬂow and CDO2 are presented in
Table 2.
Relationship Between Cortical Microstructure
and Macrostructure in CHD
We have previously reported reduced brain volumes and GI in
our cohort of infants with CHD.12 However, the relationship
between cortical microstructure and macrostructure has not
been assessed in this group. We found that GI was
signiﬁcantly positively associated with mean cortical ODI
(linear regression model; R2=0.589; P<0.001) and negatively
with FA (R2=0.175; P=0.003) (Figure 4). The linear relation-
ship between GI and cortical ODI persisted following inclusion
of GA at scan in the linear regression model (b=0.642;
P<0.001) but not for cortical FA (b=0.304; P=0.090).
Cortical gray matter volume was signiﬁcantly positively
correlated with cortical ODI (R2=0.170; P=0.004) but not
with cortical FA (R2=0.060; P=0.094). Results are summarized
in Table 3. Total brain volume was signiﬁcantly reduced in
those with CHD compared with controls (general linear model
including GA at scan as a covariate; 311 mL versus 330 mL;
P=0.005), and regional brain volumes were signiﬁcantly
smaller in those with CHD across all regions of the brain
(GLM including GA at scan as a covariate; Table S2).
Discussion
Long-term neurodevelopmental impairment is a major remain-
ing challenge for infants with congenital heart disease, yet our
understanding of the underlying biological substrate remains
limited. Our study suggests that the microstructural develop-
ment of the cerebral cortex in infants with CHD is abnormal in
the newborn period compared with healthy controls and,
importantly, that the degree of impairment is related to
reduced CDO2. We speculate that hindered microstructural
development underlies the abnormal macrostructural changes
in brain development that have been observed through
reduced birth head circumference,49 smaller brain volumes,7
and immature cortical folding6,10–12,50 and that strategies to
optimize cerebral oxygenation in utero may offer the potential
to ameliorate brain development in this population.
We found that cortical ODI was widely reduced in the CHD
group, with associated but more sparsely distributed areas of
higher FA. These ﬁndings suggest a hindered trajectory of
normal brain development, with increased sensitivity to tissue
changes using the more advanced NODDI model. As the brain
matures in utero, cortical neurons migrate outward toward the
pial surface, populating the cortex51 and resulting in a highly
directional, parallel, columnar microstructure. This can be
observed with diffusion tensor imaging as tensors with high
FA, oriented radially to the cortical surface.52 As the cortex
matures, an increasingly dense and complex cytoarchitecture
forms, with dendritic arborization, glial proliferation, differen-
tiation of radial glia, and synapse formation51,53,54 associated
Table 2. Preductal SpO2 (Measured Using the Right Hand) on Initial Admission to the Neonatal Intensive Care Unit After Birth and
at the Time of Scan, and Cerebral Blood Flow and Cerebral Oxygen Delivery at Time of Scan
Diagnosis n
Admission
Preductal SpO2
Preductal
SpO2 at Scan
On Prostaglandin
Infusion at Time
of Scan, n (%)
Cerebral Blood Flow
Measurement (n)
Cerebral Blood
Flow (mL/min)
Cerebral Oxygen
Delivery (mL O2/min)
TGA 21 85 (75–89) 87 (84–94) 11 (52) 18 77.6 (71.0–109.8) 1615 (1346–1928)
Coarctation of aorta 9 97 (96–98) 99 (98–99) 7 (78) 7 101.1 (89.0–116.3) 2200 (1627–2322)
Tetralogy of Fallot 7 93 (92–97) 94 (90–98) 2 (29) 6 93.8 (84.6–109.3) 2345 (2006–2565)
Hypoplastic left
heart syndrome
3 91 (88–98) 95 (90–98) 3 (100) 1 65.4 1285
Pulmonary atresia 3 90 (90–91) 86 (75–91) 3 (100) 3 109.4 (100.3–118.8) 1757 (1471–2680)
Severe pulmonary
stenosis
3 94 (91–97) 86 (84–88) 0 (0) 2 90.6 (82.3–98.9) 1519 (1413–1625)
Tricuspid atresia 1 94 96 0 (0) 1 57.0 1168
Truncus arteriosus 1 93 100 0 (0) 1 58.8 1120
Total 48 91 (85.5–96) 98 (92–98) 26 (54) 39 89.0 (71.1–109.4) 1657 (1418–2226)
All values unless otherwise stated are median (interquartile range). TGA indicates transposition of the great arteries.
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with an observed increase in cortical ODI.39 Increasing
cytoarchitecture complexity also restricts water diffusion
more evenly in all directions, with a consequent reduction in
FA.42,52 Cortical development between 25 and 38 weeks
postmenstrual age shows a predominant increase in dendritic
arborization and neurite growth (as represented by ODI), while
A
B
Figure 1. Infants with congenital heart disease (CHD) (n=48) exhibit impaired microstructural
development compared with healthy age-matched controls (n=48). A, Regions where orientation
dispersion index (ODI) is signiﬁcantly reduced in infants with CHD, overlaid on the mean ODI template.
B, Regions where cortical fractional anisotropy (FA) is signiﬁcantly increased in infants with CHD,
overlaid on the mean FA template. Red-Yellow indicates P<0.05 after family-wise error correction for
multiple comparisons following threshold-free cluster enhancement. Results are shown overlaid on the
mean cortical skeleton (green). Cross-subject voxel-wise statistical analysis performed using FSL
Randomise v2.943, with a general linear model (GLM) used to assess group differences between
diffusion measures of infants with CHD and healthy controls. Both analyses included gestational age at
birth and at scan as covariates. Number of permutations was 10 000. Left–right orientation is
according to radiological convention.
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between 38 and 47 weeks postmenstrual age it is dominated
by increasing cellular and organelle density (as represented by
NDI).55 This supports our ﬁnding that ODI was the most
discriminating microstructural measure in this population,
where developmental impairment of the brain is thought to
originate in the third trimester.4–7 The link between diffusion
imaging studies and underlying tissue biology is supported by
prior evidence that NODDI-derived dispersion measures
match their histological counterparts in adult postmortem
specimens,56 and by correlations found between maturation
of dendritic arbors at the cellular level and loss of diffusion
anisotropy with cortical development in the rhesus macaque16
and fetal sheep.57
While reduced cortical folding complexity in newborns with
CHD has previously been reported in our cohort12 and
others,11,58,59 the link between cortical macrostructural and
microstructural development in these infants has not been
investigated previously. We found that the GI was positively
associated with mean cortical ODI, independent of its associ-
ation with increasing maturity. GI was also negatively but more
weakly associated withmean cortical FA. Of interest, total brain
volume was not associated with either FA or ODI. Taken
together, these results suggest that macrostructural abnor-
malities observed in infants with CHD may be related to
underlying impairments in dendritic arborization.
Changes in cortical orientation dispersion were more
pronounced posteriorly than frontally, which is consistent with
a previously described sequence of cortical development
maturing earlier in the occipital cortex and completing later in
frontal regions.60–62 Differences were also seen prominently
in the region of the operculum, a region that has been
repeatedly highlighted in infants with CHD. Findings of an
“open operculum” with exposed insular cortex have been
reported in CHD50,63–66 and have been associated with a poor
outcome.67
Having established group differences between infants with
CHD and healthy controls, we investigated the effect of CDO2
on development of cortical ODI. There was a widespread
positive relationship between ODI and CDO2, supporting the
hypothesis that impaired oxygen delivery to the developing
brain may be associated with delayed cortical micro-
structural development. There was no relationship between
ODI and either cerebral blood ﬂow or preductal arterial
saturation when considered individually, suggesting that both
Figure 2. Regions where cerebral oxygen delivery is positively associated with cortical orientation
dispersion index in infants with congenital heart disease (n=39). Red-Yellow indicates P<0.05 after family-
wise error correction for multiple comparisons following threshold-free cluster enhancement. Results are
shown overlaid on the group T2-weighted template and the mean cortical skeleton (green). Cross-subject
voxel-wise statistical analysis performed using FSL Randomise v2.9.43 Number of permutations was
10 000. Left–right orientation is according to radiological convention.
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components of CDO2 are required to estimate oxygen delivery
to the brain, and that when considered alone, neither
component explains enough variance of ODI to achieve
statistical signiﬁcance. In the case of cerebral blood ﬂow, this
may additionally suggest that alternative proposed metabolic
substrates13 may be less inﬂuential. These results support
recent laboratory studies, with oxygen tension shown to
regulate the development of human cortical radial glia cells.
Moderate and severe levels of hypoxia exert negative effects
on gliogenesis, mediated via reduced numbers of preoligo-
dendrocytes and increased numbers of reactive astrocytes
derived from cortical radial glia cells.14 Equally, diminished
subventricular zone neurogenesis as a result of chronic
hypoxia may represent a cellular mechanism that underlies
immature cortical development in the CHD population.15
Taken together, these studies support the view that oxygena-
tion of the developing brain is a crucial factor to optimize to
restore the derailing trajectory of cortical development in this
population. Future serial imaging to assess cortical develop-
ment in CHD through infancy and early childhood would allow
us to understand if microstructural differences observed in
the newborn period are simply delayed with potential for
catch-up in later childhood, or if such abnormalities are
permanent and persist into childhood. Such work may offer
insights into whether early surgical repair may help prevent
further divergence, resulting in better long-term neurodevel-
opmental outcomes.
There were limitations to our study. First, quantitative
estimates obtained from microstructural studies are invariably
model dependent, exhibiting biases and limitations that are
related to model assumptions. Despite this, NODDI indices
have been shown to correlate with histological changes in
Figure 3. Visualization of the linear relationship between cere-
bral oxygen delivery (CDO2) and cortical orientation dispersion
index (ODI) within signiﬁcant voxels from analysis displayed in
Figure 2 (n=39). Mean ODI data were extracted for each subject
from signiﬁcant voxels in the statistic image after family-wise
error correction for multiple comparisons at P<0.05.
A B
Figure 4. The linear relationship between the gyriﬁcation index (GI) and cortical diffusion measures of the orientation dispersion index (ODI)
and fractional anisotropy (FA) in newborn infants with congenital heart disease (n=48). GI is (A) positively associated with cortical ODI and (B)
negatively associated with cortical FA.
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neurite geometric conﬁguration56 and offer a valuable proxy to
underlying biological changes in microstructure. Second, CDO2
was also measured in the postnatal period, while the most
inﬂuential period on brain growth would have been in utero, and
particularly during the third trimester. Despite this, we feel that
postnatal CDO2 remains a useful surrogate for severity of
cardiac circulatory compromise to date, taking into account
bothmeasures of cerebral blood ﬂow and degree of hypoxia as a
result of structural changes in congenital heart disease. Third,
the underlying genetic basis of CHD is becoming increasingly
better understood68 and may represent a key contributor not
only to structural heart disease and associated impaired CDO2
but also to intrinsic abnormalities in microstructural develop-
ment of the brain. Future work in larger, more homogenous
cohorts to characterize in utero ﬂows, oxygen saturations, and
CDO2 will allow further correlation of CDO2 or lesion type with
measures of fetal brain development.
There are currently no validated neuroprotective therapies
available for infants with CHD. Our demonstration that
reduced CDO2 is associated with impaired cortical maturation
in this population supports the development of strategies to
optimize fetal CDO2. The provision of supplemental oxygen to
mothers during pregnancy may enable restoration of fetal
cerebral oxygen tension to levels required to prevent or
reverse abnormal corticogenesis.69 This may be most valuable
in cases of critical cyanotic CHD, where a severe reduction in
CDO2 is most likely. In addition, the use of newer microstruc-
tural measures such as ODI may provide a crucial leading
indicator in the postnatal period to assess the impact of novel
interventions on cortical development before child neurode-
velopmental outcomes can be assessed at a later age.
Acknowledgments
We are indebted to the families who supported this study. We thank
the staff from the St Thomas’ Neonatal Intensive Care Unit; the
Evelina London Children’s Hospital Fetal and Paediatric Cardiology
Departments; the Evelina London Paediatric Intensive Care Unit; the
Centre for the Developing Brain at King’s College London; our
research radiologists, including Sophie Arulkumaran, Kelly Pegoretti,
and Olivia Carney; our research radiographers, including Emer
Hughes, Joanna Allsop, Ana Dos Santos Gomes, and Elaine Green;
Jiaying Zhang for assistance with diffusion modeling; and our
neonatal scanning team including Katy Vecchiato, Julia Wurie, Jose
Bueno Conde, Maryann Sharma, Beatriz Santamaria, Camilla
O’Keeffe, and Jacqueline Brandon, whose energy and expertise made
this study possible.
Sources of Funding
This research was funded by the British Heart Foundation
(FS/15/55/31649) and Medical Research Council UK (MR/
L011530/1). This work received funding from the European
Research Council under the European Union’s Seventh
Framework Programme (FP7/20072013)/ERC grant agree-
ment no. 319456 (dHCP project), and was supported by the
Wellcome Engineering and Physical Sciences Research Coun-
cil Centre for Medical Engineering at Kings College London
(WT 203148/Z/16/Z), MRC strategic grant MR/K006355/1,
Medical Research Council Centre grant MR/N026063/1, and
by the National Institute for Health Research Biomedical
Research Centre based at Guy’s and St Thomas’ NHS
Foundation Trust and Kings College London. Dr O’Muirc-
heartaigh is supported by a Sir Henry Dale Fellowship jointly
funded by the Wellcome Trust and the Royal Society
(206675/Z/17/Z). The views expressed are those of the
authors and not necessarily those of the NHS, the National
Institute for Health Research, or the Department of Health.
Disclosures
None.
References
1. van der Bom T, Zomer AC, Zwinderman AH, Meijboom FJ, Bouma BJ, Mulder
BJM. The changing epidemiology of congenital heart disease. Nat Rev Cardiol.
2011;8:50–60.
2. Marino BS, Lipkin PH, Newburger JW, Peacock G, Gerdes M, Gaynor JW,
Mussatto KA, Uzark K, Goldberg CS, Johnson WH, Li J, Smith SE, Bellinger DC,
Mahle WT. Neurodevelopmental outcomes in children with congenital heart
disease: evaluation and management: a scientiﬁc statement from the
American Heart Association. Circulation. 2012;126:1143–1172.
3. Bellinger DC, Wypij D, Rivkin MJ, Demaso DR, Robertson RL, Dunbar-
Masterson C, Rappaport LA, Wernovsky G, Jonas RA, Newburger JW.
Adolescents with d-transposition of the great arteries corrected with the
arterial switch procedure: neuropsychological assessment and structural brain
imaging. Circulation. 2011;124:1361–1369.
Table 3. Summary of Linear Regression Analysis of Cortical Microstructural and Macrostructural Measures in Those With
Congenital Heart Disease (n=48)
FA ODI Description
Gyrification index R2=0.175, P=0.003* R2=0.589, P<0.001* Linear regression model
Gyrification index b=0.304, P=0.090 b=0.642, P<0.001* Linear regression model including GA at scan
Cortical gray matter volume R2=0.060, P=0.094 R2=0.170, P=0.004* Linear regression model
Model type used is illustrated for each analysis. FA indicates fractional anisotropy; GA, gestational age; ODI, orientation dispersion index.
*A signiﬁcant result using P=0.0083 as threshold following Bonferroni correction.
DOI: 10.1161/JAHA.118.009893 Journal of the American Heart Association 10
Cerebral Cortex in Congenital Heart Disease Kelly et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
D
ow
nloaded from
 http://ahajournals.org by on March 1, 2019
4. Zeng S, Zhou QC, Zhou JW, Li M, Long C, Peng QH. Volume of intracranial
structures on three-dimensional ultrasound in fetuses with congenital heart
disease. Ultrasound Obstet Gynecol. 2015;46:174–181.
5. Sun L, Macgowan CK, Sled JG, Yoo S-J, Manlhiot C, Porayette P, Grosse-
Wortmann L, Jaeggi E, McCrindle BW, Kingdom J, Hickey E, Miller S, Seed M.
Reduced fetal cerebral oxygen consumption is associated with smaller brain
size in fetuses with congenital heart disease. Circulation. 2015;131:1313–
1323. DOI: 10.1161/CIRCULATIONAHA.114.013051.
6. ClouchouxC, duPlessisAJ, Bouyssi-KobarM, TworetzkyW,McElhinneyDB,Brown
DW, Gholipour A, Kudelski D, Warﬁeld SK, McCarter RJ, Robertson RL, Evans AC,
Newburger JW, Limperopoulos C. Delayed cortical development in fetuses with
complex congenital heart disease. Cereb Cortex. 2013;23:2932–2943.
7. Limperopoulos C, Tworetzky W, McElhinney DB, Newburger JW, Brown DW,
Robertson RL, Guizard N, McGrath E, Geva J, Annese D, Dunbar-Masterson C,
Trainor B, Laussen PC, Du Plessis AJ. Brain volume and metabolism in fetuses
with congenital heart disease: evaluation with quantitative magnetic reso-
nance imaging and spectroscopy. Circulation. 2010;121:26–33.
8. Mebius MJ, Kooi EMW, Bilardo CM, Bos AF. Brain injury and neurodevelop-
mental outcome in congenital heart disease: a systematic review. Pediatrics.
2017;140:e20164055. DOI: 10.1542/peds.2016-4055.
9. Glauser TA, Rorke LB, Weinberg PM, Clancy RR. Acquired neuropathologic
lesions associated with the hypoplastic left heart syndrome. Pediatrics.
1990;85:991–1000.
10. Ortinau C, Alexopoulos D, Dierker D, Van Essen D, Beca J, Inder T. Cortical
folding is altered before surgery in infants with congenital heart disease. J
Pediatr. 2013;163:1507–1510.
11. Claessens NHPP, Moeskops P, Buchmann A, Latal B, Knirsch W, Scheer I,
Isgum I, de Vries LS, Benders MJNL, von Rhein M. Delayed cortical gray matter
development in neonates with severe congenital heart disease. Pediatr Res.
2016;80:668–674.
12. Kelly CJ, Makropoulos A, Cordero-Grande L, Hutter J, Price A, Hughes E,
Murgasova M, Teixeira RPAG, Steinweg JK, Kulkarni S, Rahman L, Zhang H,
Alexander DC, Pushparajah K, Rueckert D, Hajnal JV, Simpson J, Edwards AD,
Rutherford MA, Counsell SJ. Impaired development of the cerebral cortex in
infants with congenital heart disease is correlated to reduced cerebral oxygen
delivery. Sci Rep. 2017;7:15088.
13. Rudolph AM. Impaired cerebral development in fetuses with congenital
cardiovascular malformations: is it the result of inadequate glucose supply?
Pediatr Res. 2016;80:172–177.
14. Ortega JA, Sirois CL, Memi F, Glidden N, Zecevic N. Oxygen levels regulate the
development of human cortical radial glia cells. Cereb Cortex. 2017;27:3736–
3751.
15. Morton PD, Korotcova L, Lewis BK, Bhuvanendran S, Ramachandra SD,
Zurakowski D, Zhang J, Mori S, Frank JA, Jonas RA, Gallo V, Ishibashi N.
Abnormal neurogenesis and cortical growth in congenital heart disease. Sci
Transl Med. 2017;9:eaah7029.
16. Wang X, Studholme C, Grigsby PL, Frias AE, Cuzon Carlson VC, Kroenke CD.
Folding, but not surface area expansion, is associated with cellular morpholog-
ical maturation in the fetal cerebral cortex. J Neurosci. 2017;37:1971–1983.
17. Winston GP, Micallef C, Symms MR, Alexander DC, Duncan JS, Zhang H.
Advanced diffusion imaging sequences could aid assessing patients with focal
cortical dysplasia and epilepsy. Epilepsy Res. 2014;108:336–339.
18. Zhang H, Schneider T, Wheeler-Kingshott CA, Alexander DC. NODDI: practical
in vivo neurite orientation dispersion and density imaging of the human brain.
Neuroimage. 2012;61:1000–1016.
19. Ewer AK, Middleton LJ, Furmston AT, Bhoyar A, Daniels JP, Thangaratinam S,
Deeks JJ, Khan KS. Pulse oximetry screening for congenital heart defects in
newborn infants (PulseOx): a test accuracy study. Lancet. 2011;378:785–794.
20. Hughes E, Winchman T, Padormo F, Teixeira R, Wurie J, Sharma M, Fox M,
Hutter J, Cordero-Grande L, Price AN, Allsop J, Bueno-Conde J, Tusor N, Arichi
T, Edwards AD, Rutherford MA, Counsell SJ, Hajnal JV. A dedicated neonatal
brain imaging system. Magn Reson Med. 2017;78:794–804.
21. Hutter J, Tournier JD, Price AN, Cordero-Grande L, Hughes EJ, Malik S,
Steinweg J, Bastiani M, Sotiropoulos SN, Jbabdi S, Andersson J, Edwards AD,
Hajnal JV. Time-efﬁcient and ﬂexible design of optimized multishell HARDI
diffusion. Magn Reson Med. 2018;79:1276–1292.
22. Varela M, Groves AM, Arichi T, Hajnal JV. Mean cerebral blood ﬂow
measurements using phase contrast MRI in the ﬁrst year of life. NMR Biomed.
2012;25:1063–1072.
23. Cordero-Grande L, Teixeira RPAG, Hughes EJ, Hutter J, Price AN, Hajnal JV.
Sensitivity encoding for aligned multishot magnetic resonance reconstruction.
IEEE Trans Comput Imaging. 2016;2:266–280.
24. Cordero-Grande L, Hughes EJ, Hutter J, Price AN, Hajnal JV. Three-dimensional
motion corrected sensitivity encoding reconstruction for multi-shot multi-slice
MRI: application to neonatal brain imaging. Magn Reson Med. 2018;79:1365–
1376.
25. Kuklisova-Murgasova M, Quaghebeur G, Rutherford MA, Hajnal JV, Schnabel
JA. Reconstruction of fetal brain MRI with intensity matching and complete
outlier removal. Med Image Anal. 2012;16:1550–1564.
26. Makropoulos A, Gousias I, Ledig C, Aljabar P, Serag A, Hajnal J, Edwards AD,
Counsell S, Rueckert D. Automatic whole brain MRI segmentation of the
developing neonatal brain. IEEE Trans Med Imaging. 2014;33:1818–1831.
27. Makropoulos A, Aljabar P, Wright R, H€uning B, Merchant N, Arichi T, Tusor N,
Hajnal J V., Edwards AD, Counsell SJ, Rueckert D. Regional growth and atlasing
of the developing human brain. Neuroimage. 2016;125:456–478.
28. Makropoulos A, Robinson EC, Schuh A, Wright R, Fitzgibbon S, Bozek J,
Counsell SJ, Steinweg J, Vecchiato K, Passerat-Palmbach J, Lenz G, Mortari
F, Tenev T, Duff EP, Bastiani M, Cordero-Grande L, Hughes E, Tusor N,
Tournier J-D, Hutter J, Price AN, Teixeira RPAG, Murgasova M, Victor S,
Kelly C, Rutherford MA, Smith SM, Edwards AD, Hajnal JV, Jenkinson M,
Rueckert D. The developing human connectome project: a minimal
processing pipeline for neonatal cortical surface reconstruction. Neuroim-
age. 2018;173:88–112.
29. Yushkevich PA, Piven J, Hazlett HC, Smith RG, Ho S, Gee JC, Gerig G. User-
guided 3D active contour segmentation of anatomical structures: signiﬁcantly
improved efﬁciency and reliability. Neuroimage. 2006;31:1116–1128.
30. Christiaens D, Grande LC, Hutter J, Price AN, Deprez M, Hajnal JV, Tournier J-D.
Learning compact q-space representations for multi-shell diffusion-weighted
MRI. arXiv, 2018;1806.06456v2:1–15. Available at: https://arxiv.org/abs/
1806.06456v2
31. Christiaens D, Cordero-Grande L, Pietsch M, Hutter J, Edwards AD, Deprez M,
Hajnal V, Tournier J. Multi-shell SHARD reconstruction from scattered slice
diffusion MRI data in the neonatal brain. ISMRM (Paris). 2018;Accepted.
32. Veraart J, Novikov DS, Christiaens D, Ades-aron B, Sijbers J, Fieremans E.
Denoising of diffusion MRI using random matrix theory. Neuroimage.
2016;142:394–406.
33. Kellner E, Dhital B, Kiselev VG, Reisert M. Gibbs-ringing artifact removal based
on local subvoxel-shifts. Magn Reson Med. 2016;76:1574–1581.
34. Andersson JLR, Skare S, Ashburner J. How to correct susceptibility distortions
in spin-echo echo-planar images: application to diffusion tensor imaging.
Neuroimage. 2003;20:870–888.
35. Smith SM. Fast robust automated brain extraction. Hum Brain Mapp.
2002;17:143–155.
36. Tournier JD, Calamante F, Connelly A. MRtrix: diffusion tractography in
crossing ﬁber regions. Int J Imaging Syst Technol. 2012;22:53–66.
37. Kunz N, Zhang H, Vasung L, O’Brien KR, Assaf Y, Lazeyras F, Alexander DC,
H€uppi PS. Assessing white matter microstructure of the newborn with multi-
shell diffusion MRI and biophysical compartment models. Neuroimage.
2014;96:288–299.
38. Jelescu IO, Veraart J, Adisetiyo V, Milla SS, Novikov DS, Fieremans E. One
diffusion acquisition and different white matter models: how does microstruc-
ture change in human early development based on WMTI and NODDI?
Neuroimage. 2015;107:242–256.
39. Eaton-Rosen Z, Melbourne A, Orasanu E, Cardoso MJ, Modat M, Bainbridge A,
Kendall GS, Robertson NJ, Marlow N, Ourselin S. Longitudinal measurement of
the developing grey matter in preterm subjects using multi-modal MRI.
Neuroimage. 2015;111:580–589.
40. Avants B, Duda JT, Kim J, Zhang H, Pluta J, Gee JC, Whyte J. Multivariate
analysis of structural and diffusion imaging in traumatic brain injury. Acad
Radiol. 2008;15:1360–1375.
41. Jenkinson M, Smith S. A global optimisation method for robust afﬁne
registration of brain images. Med Image Anal. 2001;5:143–156.
42. Ball G, Srinivasan L, Aljabar P, Counsell SJ, Durighel G, Hajnal JV, Rutherford
MA, Edwards AD. Development of cortical microstructure in the preterm
human brain. Proc Natl Acad Sci U S A. 2013;110:9541–9546.
43. Smith SM, Jenkinson M, Johansen-Berg H, Rueckert D, Nichols TE, Mackay CE,
Watkins KE, Ciccarelli O, Cader MZ, Matthews PM, Behrens TEJ. Tract-based
spatial statistics: voxelwise analysis of multi-subject diffusion data. Neuroim-
age. 2006;31:1487–1505.
44. McLellan SA, Walsh TS. Oxygen delivery and haemoglobin. Contin Educ
Anaesth Crit Care Pain. 2004;4:123–126.
45. Lim JM, Kingdom T, Saini B, Chau V, Post M, Blaser S, Macgowan C, Miller SP,
Seed M. Cerebral oxygen delivery is reduced in newborns with congenital
heart disease. J Thorac Cardiovasc Surg. 2016;152:1095–1103.
DOI: 10.1161/JAHA.118.009893 Journal of the American Heart Association 11
Cerebral Cortex in Congenital Heart Disease Kelly et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
D
ow
nloaded from
 http://ahajournals.org by on March 1, 2019
46. Leisch F. e1071 probability theory R package. 2017. Available at: https://cra
n.r-project.org/package=e1071. Accessed December 21, 2017.
47. Kaufman L, Rousseeuw PJ. Finding Groups in Data. Hoboken, NJ: John Wiley &
Sons, Inc.; 1990. DOI: 10.1002/9780470316801.
48. Smith SM, Nichols TE. Threshold-free cluster enhancement: addressing
problems of smoothing, threshold dependence and localisation in cluster
inference. Neuroimage. 2009;44:83–98.
49. Matthiesen NB, Henriksen TB, Gaynor JW, Agergaard P, Bach CC, Hjortdal VE,
Østergaard JR. Congenital heart defects and indices of fetal cerebral growth in a
nationwide cohort of 924 422 liveborn infants. Circulation. 2016;133:566–575.
50. Glauser TA, Rorke LB, Weinberg PM, Clancy RR. Congenital brain anomalies
associated with the hypoplastic left heart syndrome. Pediatrics. 1990;85:984–990.
51. Bystron I, Blakemore C, Rakic P. Development of the human cerebral cortex:
Boulder Committee revisited. Nat Rev Neurosci. 2008;9:110–122.
52. McKinstry RC, Mathur A, Miller JH, Ozcan A, Snyder AZ, Schefft GL, Almli CR,
Shiran SI, Conturo TE, Neil JJ. Radial organization of developing preterm human
cerebral cortex revealed by non-invasive water diffusion anisotropy MRI. Cereb
Cortex. 2002;12:1237–1243.
53. Mrzljak L, Uylings HB, Kostovic I, Van Eden CG. Prenatal development of
neurons in the human prefrontal cortex: I. A qualitative Golgi study. J Comp
Neurol. 1988;271:355–386.
54. Rakic P. Developmental and evolutionary adaptations of cortical radial glia.
Cereb Cortex. 2003;13:541–549.
55. Batalle D, O’Muircheartaigh J, Makropoulos A, Kelly CJ, Dimitrova R, Hughes EJ,
Hajnal JV, Zhang H, Alexander DC, Edwards AD, Counsell SJ. Different patterns
of cortical maturation before and after 38 weeks gestational age demon-
strated by diffusion MRI in vivo. Neuroimage. 2019;185:764–775.
56. Grussu F, Schneider T, Tur C, Yates RL, Tachrount M, Ianus A, Yiannakas MC,
Newcombe J, Zhang H, Alexander DC, DeLuca GC, Gandini Wheeler-Kingshott
CAM. Neurite dispersion: a new marker of multiple sclerosis spinal cord
pathology? Ann Clin Transl Neurol. 2017;4:663–679.
57. Dean JM, McClendon E, Hansen K, Azimi-Zonooz A, Chen K, Riddle A, Gong
X, Sharifnia E, Hagen M, Ahmad T, Leigland LA, Hohimer AR, Kroenke CD,
Back SA. Prenatal cerebral ischemia disrupts MRI-deﬁned cortical
microstructure through disturbances in neuronal arborization. Sci Transl
Med. 2013;5:168ra7.
58. Ortinau C, Beca J, Lambeth J, Ferdman B, Alexopoulos D, Shimony JS,
Wallendorf M, Neil J, Inder T. Regional alterations in cerebral growth exist
preoperatively in infants with congenital heart disease. J Thorac Cardiovasc
Surg. 2012;143:1264–1270.
59. Licht DJ, Shera DM, Clancy RR, Wernovsky G, Montenegro LM, Nicolson SC,
Zimmerman RA, Spray TL, Gaynor JW, Vossough A. Brain maturation is delayed
in infants with complex congenital heart defects. J Thorac Cardiovasc Surg.
2009;137:529–536; discussion 536–7.
60. van der Knaap MS, van Wezel-Meijler G, Barth PG, Barkhof F, Ader HJ, Valk J.
Normal gyration and sulcation in preterm and term neonates: appearance on
MR images. Radiology. 1996;200:389–396.
61. DeIpolyi AR, Mukherjee P, Gill K, Henry RG, Partridge SC, Veeraraghavan S, Jin
H, Lu Y, Miller SP, Ferriero DM, Vigneron DB, Barkovich AJ. Comparing
microstructural and macrostructural development of the cerebral cortex in
premature newborns: diffusion tensor imaging versus cortical gyration.
Neuroimage. 2005;27:579–586.
62. Armstrong E, Schleicher A, Omran H, Curtis M, Zilles K. The ontogeny of
human gyriﬁcation. Cereb Cortex. 1995;5:56–63.
63. Tatum WO, Coker SB, Ghobrial M, Abd-Allah S. The open opercular sign:
diagnosis and signiﬁcance. Ann Neurol. 1989;25:196–199.
64. Mahle WT, Tavani F, Zimmerman RA, Nicolson SC, Galli KK, Gaynor JW,
Clancy RR, Montenegro LM, Spray TL, Rosetta M, Wernovsky G, Kurth
CD, Chiavacci RM, Wernovsky G, Kurth CD. An MRI study of neurological
injury before and after congenital heart surgery. Circulation. 2002;106:
I109–I114.
65. Awate SP, Yushkevich PA, Song Z, Licht DJ, Gee JC. Cerebral cortical folding
analysis with multivariate modeling and testing: studies on gender differences
and neonatal development. Neuroimage. 2010;53:450–459.
66. Licht DJ, Wang J, Silvestre DW, Nicolson SC, Montenegro LM, Wernovsky G,
Tabbutt S, Durning SM, Shera DM, Gaynor JW, Spray TL, Clancy RR,
Zimmerman RA, Detre JA. Preoperative cerebral blood ﬂow is diminished in
neonates with severe congenital heart defects. J Thorac Cardiovasc Surg.
2004;128:841–849.
67. Chen CY, Zimmerman RA, Faro S, Parrish B, Wang Z, Bilaniuk LT, Chou TY. MR
of the cerebral operculum: abnormal opercular formation in infants and
children. AJNR Am J Neuroradiol. 1996;17:1303–1311.
68. Zaidi S, Brueckner M. Genetics and genomics of congenital heart disease. Circ
Res. 2017;120:923–940.
69. Seed M. Maternal hyperoxygenation in congenital heart Disease (MATCH).
ClinicalTrials.gov. Available at: https://clinicaltrials.gov/ct2/show/
NCT03136835. Accessed January 26, 2018.
DOI: 10.1161/JAHA.118.009893 Journal of the American Heart Association 12
Cerebral Cortex in Congenital Heart Disease Kelly et al
O
R
IG
IN
A
L
R
E
S
E
A
R
C
H
D
ow
nloaded from
 http://ahajournals.org by on March 1, 2019
  
 
 
 
 
 
SUPPLEMENTAL MATERIAL 
 
 
D
ow
nloaded from
 http://ahajournals.org by on March 1, 2019
Table S1. Differences in mean cortical microstructure and cerebral oxygen delivery between those 
with and without punctate white matter lesions. 
 
No punctates 
(n=33) 
Punctate lesions 
(n=15) 
P-value 
Mean cortical FA 0.12 0.12 0.342 
Mean cortical MD (10-3mm2.s-1) 1.16 1.18 0.355 
Mean cortical NDI 0.27 0.26 0.317 
Mean cortical ODI 0.48 0.47 0.062 
Cerebral oxygen delivery (ml/min) 1876 1716 0.654 
Groups compared using a general linear model using post-menstrual age as a covariate. FA indicates fractional 
anisotropy; MD, mean diffusivity; NDI, neurite density index; ODI, orientation dispersion index. 
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 Table S2. Differences in mean brain volume, regional brain volumes, and mean diffusion measures, 
between those with congenital heart disease (CHD) and age-matched controls. 
 
CHD (n=48) Controls 
(n=48) 
P-value 
Total brain volume (ml) 311.3 330.0 0.001 
Cortical grey matter volume (ml) 122.3 130.5 0.001 
Frontal grey matter volume (ml) 41.3 43.4 0.008 
Parietal grey matter volume (ml) 28.4 30.5 < 0.001 
Temporal grey matter volume (ml) 25.6 27.5 < 0.001 
Occipital grey matter volume (ml) 18.7 20.2 0.002 
Whole cortex mean FA 0.1171 0.1160 0.311 
Whole cortex mean MD (10-3mm2.s-1) 0.0012 0.0012 0.212 
Whole cortex mean NDI 0.2652 0.2666 0.496 
Whole cortex mean ODI 0.4740 0.4840 0.002 
Significant regions only mean FA 0.1266 0.1140 n/a 
Significant regions only mean ODI 0.4605 0.4897 n/a 
Groups compared using a general linear model using post-menstrual age as a covariate. Mean values of FA/ODI for 
regions of difference identified during voxel-wise analysis are presented for descriptive purposes. FA indicates 
fractional anisotropy; MD, mean diffusivity; NDI, neurite density index; ODI, orientation dispersion index. 
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Figure S1. (a) Mean orientation dispersion index (ODI) and (b) fractional anisotropy (FA) from significant 
cortical regions plotted against gestational age at scan, for both congenital heart disease (CHD, open blue 
marker, n=48) and control (closed orange marker, n=48) groups. 
 
 
 
 
Significant cortical regions identified by cross-subject voxel-wise statistical analysis performed using FSL Randomise 
v2.9, with a general linear model (GLM) used to assess group differences (as demonstrated in Figure 1). 
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Figure S2. Infants with congenital heart disease (CHD, n=37) exhibit impaired orientation dispersion index 
compared to healthy age-matched controls (n=37), overlaid on the mean orientation dispersion index (ODI) 
template. 
 
 
Red-Yellow indicates P < 0.05 after family-wise error correction for multiple comparisons following threshold-free 
cluster enhancement. Results are shown overlaid on the mean cortical skeleton (green). Cross-subject voxel-wise 
statistical analysis performed using FSL Randomise v2.9, with a general linear model (GLM) used to assess group 
differences between diffusion measures of infants with CHD and healthy controls. Both analyses included gestational 
age at birth and at scan as covariates. Number of permutations was 10,000. Left–right orientation is according to 
radiological convention. 
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